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Editorial
by Bruce Edington

Humbleness is a characteristic which implies a consciousness
of one's own defects or short-comings. The feeling of humility
is one that I am sure everyone has experienced at one time or
another , whether in the lecture hall, clinical setting, or just plain
living.
In my mind, humbleness strikes up two connotations. In a
favourable sense, it suggests an unassuming individual who is
absent of pride and assertiveness, and who is generally modest
in nature. This attribute conveys a willingness to accept personal
inadequacies gracefully . In the unfavourable sense, humbleness
implies weakness and lack of self-respect. It conjures up an image of one who is totally devoid of any dignity, and exists as a
quivering mass of spineless submissiveness . In the most extreme
cases, slang terms, including twerp or whimp, are invariably used to describe such an individual.
At the moment you are probably asking yourself "why is a
third year medical student babbling on about humbleness, when
a more pertinent medical topic could be discu·ssed?" I can only
answer by explaining that a clerkship, a very exciting and
stimulating year and also a year of great change and instability,
has provoked me to spend more time in meditative thought on
this subject.
Since most rotations last no longer than six weeks, it seems
that one barely has time to adjust to one clinical setting before
being whisked off to a totally new environment. If you are at all
like me, it takes at least a week to recall your staffman's name
and how to find the cafeteria, let alone remember your on-call
schedule. As you can well imagine , one week rotations leave me
absolutely bewildered and wishing that I had an antacid lozenge
to suck on.
Apart from this fast .pace, the clerkship is a time when your
self-esteem gets a good slap in the face. Self-esteem, we are told ,
is nurtured carefully during childhood through positive parental
bonding and love-trust relationships. After two years of
medicine it is likely to have grown into a somewhat edematous
tumour, called an ego . Much of this results from persistent sup-

port by others. Women in your mother's bridge group, for example, repeatedly remark how proud they are of Bob junior, or
Suzy as the case may be, for finally getting into medical school
after years of hard work. Only on the first major rotation as a
clerk will you realize that your position in the hospital hierarchy
is close to the bottom of the ladder; below residents, interns,
fourth year clerks, and possibly even student nurses. Assisting in
a delivery is more akin to being at the end of a salvation army
soup line , catching the last drops from the ladle, than to being
the Dr . Kildare you would like to be. If at all lucky you may be
allowed to tie the last knot in the episiotomy suture or even cut
the placental cord. Similarily, the first few days in the OR tend
to be extremely frustrating. I guarantee that on at least three occasions, while gloving and gowning, you will be barked at for
contaminating yourself through sloppy technique. The rest of
the day will be spent with hands clutched to your abdomen to
avoid inadvertently scratching your germ infested face. I must
say, one leaves the OR feeling more like an infeCted wound than
a human being.
I could ramble endlessly on sighting other humbling situations . Generally speaking, however, one's emotional reaction
tends to be the same whenever self-esteem is challenged. Hackles
are raised in anger, and resistance to any teaching or advice
prevails. If many such experiences occur in rapid succession, a
feeling of low self worth often results. Although the
pathophysiology of this response is yet unknown, I am almost
certain that prostaglandins are involved in some way.
Lately, I have tried to look on these humbling experiences in
a more positive way. (Of course, as a third year clerk, one either
develops this philosophy or walks the tightrope to insanity.)
Although difficult to practise, acceptance of your own inadequacies and short-comings allows you to respect and be receptive of others viewpoints and teaching. By developing an open
mindedness, one can then weigh the validity of the input.
Humbleness, as the Latin root "humus" suggests, is a rich fertile base, which I think affords a great opportunity for growth,
whether you be a third year clerk or the Chief of Staff.
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Depression Today
Confident Clinical Office Management
SCIENTIFIC PROGRAM:
DEPRESSION TODAY is a learning system for continuing medical education . Its broad goal is to help

physicians gain the knowledge needed to provide quality care to patients with depression.
Highly practical in concept, the system focuses on depression issues that are directly applicable to a
physician's everyday clinical practice.
This program incorporates film presentations and monographs having self-evaluation tests .
PART 1: RECOGNIZING AND DIAGNOSING DEPRESSION - 30 Minutes
This unit provides a practical approach which can be integrated into the routine interview and the
examination of patients .
PART 2: MANAGING THE ACUTE EPISODE AND FOLLOW-UP PHASE - 30 Minutes
In this unit, physicians learn how to treat depression using currently accepted pharmacotherapy and
psychotherapeutic measures.
PART 3: SPECIAL CASES IN THE PHARMACOLOGIC MANAGEMENT OF DEPRESSION - 30 Minutes
This unit, of particular interest to psychiatrists as well as to other physicians , deals with
pharmacologic management of the more complex cases of depression .

ACCREDITATION:
The College of Family Physicians of Canada has confirmed its approval granting study credits for
Depression Today. Depression Today is categorized as " Independent Learning Experiences- Approved ".

_ Merreii-T_H_E_w_M_._s_._M_E_R_RE_L_L_c_o_M_P_A_N_v_
Division of A ichardson-Merrell (Canada) Ltd-.
2 Norelco Drive, Weston, Ontario M9L 1 R9

To schedule one of these exciting Merrell programs
for your next meeting CALL OR WRITE

ED KENNY
31 Park Avenue
St . Thomas

631-4079
Merrell Medical Specialities include
AVC, Bendectin , Bentylol , Biogastrone ,Cepacol ,
Duogastrone , Tace , Tenuate, Chronulac , Cephul ac
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The Selection of Medical Students at
The University of Western Ontario
by J.H. Watson, M.D., D.P .H.,
Assistant Dean- Admissions
In light of Dr. Biehn's recent letter to the editor regarding Medical School admissions ,
the Editorial Board felt that the following information may be of interest.

There is no firm evidence on which one
can postulate an association between the
method of student selection and later
career preference within medicine . Even
worse, there is no satisfactory evidence
which enables us to predict prior to
medical school entry who will become a
"good doctor", for clearly the concept of
a "good doctor" can be made manifest in
a large number of different form s.'
Because of this lack of evidence, it has
been the policy of the Admission Committee of the Faculty of Medicine to
select students for the study of Medicine
primarily on the basis of academic
record. (In the meantime, a Policy Subcommittee of the Admissions Committee 3
is following the literature on admissions
and exploring ways in which selection
might be improved .)
Applications, when they are received at
the Ontario Medical Student Application
Centre, 2 are assigned to one of 9 lists based on the age and university status of the
applicant. These lists are:
List A U.W.O . first year Natural Science
applicants
List B Second year students, 24 years
and younger in the year applying,
from The University of Western
Ontario
List C Second year students, 24 years
and younger in the year applying,
from an Ontario University
without a medical school
List D Second year students , 24 years
and younger in the year applying,
from an Ontario University
with a medical school.
List E Third, fourth, special and
graduate students, 24 years and
younger in the year applying,
from the University of Western
Ontario
List F Third, fourth, special and
graduate students, 24 years and
younger in the year applying,
from a University without a
medical school
List G Third, fourth, special and
graduate students, 24 years and
younger in the year applying,
from a University with a medical
school

Li st H Canadian International Development Agency and si milar sponsored applicants
List 1 Mature applicants, all applicants
25 years and older in the year applying
The Admissions Committee, • which is
composed of Basic Science, Clinical
Science, Administrative, Community,
other Faculties, and Medical Student
Representatives, is divided into three
Working Parties. The purpose of the
Working Parties (WP) is to review and
assess the applications in the various lists.
WP I considers applications from Lists B,
C & D. WP II considers applicants from
Lists E, F & G, and WP Ill considers applicants from Lists A, H & 1.
With the exception of Lists H and 1,
selection is based primarily on academic
record . The academic record used is the
average of the last two undergraduate
years. Letters of reference are given particular attention when a referee expresses
a doubt about the suitability of an applicant for the study of medicine. The
Medical College Admission Test scores
are all carefully examined. Place of
residence is used as a weighing factor in
making a decision when the academic
record of two or more applicants are
similar - priority is then given to residents
of Southwestern and Northern Ontario .
Applicants whose mother-tongue is not
English are interviewed to determine
whether or not their mastery of spoken
En~lish is sufficient to permit them to
start their study of medicine .
List A applicants (first year UWO
students) are, through a series of interviews by selected members of the Admissions Committee, and by assessment of
their applications and letters of reference,
divided into two groups. One group consists of those considered ready to start
their medical studies with only one year
of university training. The other one consists of those for whom it is felt that
another year in university would be
beneficial before starting the study of
medicine. From the group considered
ready to start their studies , the six with
the best average of their first year in
Natural Science are offered conditional

positions in first year Medicine. The condition to be cleared is that they obtain a
credit in Organic Chemistry during the
summer preceding the start of the first
year class. (As a matter of expediency
and to be as certain as possible that those
chosen are academically competent, consideration is limited to applicants who
were Grade Xlll Ontario Scholars.)
Early in the New Year, applications
from Lists B, C, D, E, F and G are examined. These preliminary examinations
are to weed out those whose prior
academic records indicate they have no
chance of being competitive when the
year's final results are available. In addition, applications are examined to ensure
that they are eligible to apply and that
there is nothing in the past record that
would indicate the Admissions Committee
should have more information on an applicant before a final decision is made.
When the year's final results are available , the applications are placed in rank
order (a computer does this chore) based
on the average of their last two undergraduate years. The applications are examined by Working Parties I and II to
ensure that, as far as is humanly possible,
the applications are in the correct order
according to the Academic record and the
quality of the applicants Program. Working Party Ill , at its early meeting, examines applications from List A to ensure
that all those applying are eligible for
consideration. When final first year
marks are available, the six to be offered
positions are notified by the University
Admissions Office. Applications from
List H are examined to determine whether
or not those applying are likely to be
academically competent for the study of
medicine. When the year's final results
are available, the two considered most
suitable are selected. Applications from
List 1 are all carefully examined and
reviewed and, through a series of meetings, approximately twenty to thirty are
selected for a series of interviews by
members of the Admissions Committee.
These selected applicants are invited to
come to London for their interviews.
When all those selected have been interviewed, the interviewers meet with W .P.
Ill to consider the applicants, and to
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place them in rank order based on the
assessment of their suitability for the
study of medicine and a final review of
all other information available.
When all three Working Parties have
made their decisions, the whole applicant
pool is considered by the Policy Subcommittee of the Admissions Committee.
This Subcommittee decides the composition of the class that will be recommended to the whole Admissions Committee.
Finally, the Admissions Committee
meets to review the recommendations of
the Policy Subcommittee, and to decide
on the class composition. Once this decision is made the Committee selects, based
on the recommendations of the Working
Parties, the applicants who will be offered positions. In addition, a waiting list
for each list is established. The applicants
selected to be offered positions, and those
on the waiting list, are then notified by
the University Admissions Office. Those
not selected for admission or the waiting
list are notified by the University Admissions Office as well .

1

From The University of Newcastle
Faculty of Medicine Working Paper
No . VCM76/3

2

The Ontario Medical Student
Application Centre is run by the Ontario Universities' Admission Centre.
Its function is to provide a central processing office for the Ontario Medical
Schools, and to build a data bank on
all applicants to the Ontario Medical
Schools.

3

The Policy Subcommittee of the
Admissions Committee consists of:
The Chairman of the Admissions
Committee
The past Chairman of the Admissions
Committee
Assistant Dean - Undergraduate
Education
The Secretary of the Admissions Committee
A member of the Admissions Committee

A representative from:
The Admissions Office
The Office of Health Sciences
Educational Development
The Curriculum Evaluation Committee
Hippocratic Society (student)
Members at large
4

Admissions Committee Composition:
Dean of Medicine
Assistant Dean -Admissions, Secretary
Assistant Dean- Undergraduate
Education
Basic Science Representative (3)
Clinical Science Representative (3)
Community Representative (3)
Faculty of Arts Representative
Faculty of Science Representative
Faculty of Social Science Representative
SCAAPP Subcommittee on Admissions Representative
Representative of the Office of the
Registrar
Medical Students (3)

..5"7-/.
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Therapeutic Drug Monitoring
by S.G. Carruthers, M.D., M.R.C.P. (UK), F.R.C.P. (C)

The development of laborator y
technology sufficiently SENSITIVE and
SPECIFIC to quantitatively measure the
extremely small amounts of drugs in the
readily accessible body fluids, blood,
serum, plasma, saliva or urine has made
a major contribution (a) to our appreciation of what the human body does to
drugs when they are administered (the
science of Pharmacokinetics), (b) to
knowledge of the variability between different humans in the manner in which
they dispose of individual drugs which
relates to genetic, envi ronmental and
disease factors and (c) our understanding
of the complex relationship between concentrations of drugs and the Pharmacodynamic responses or actions which
they produce.
By itself, the information developed
from this technology has contributed considerably to our ability to prescribe well
for an individual patient. Confronted by
an elderly patient requiring digoxin for
heart failure, most clinicians are aware
that the dose which s hould be prescri bed
must be modified according to the patient's weight, in particular the muscle
bulk , which is generally reduced in this
age group, and by the predictable impairment of renal function which is "normal" as one ages. For most patients ,
some simple practical rules will permit
safe, effective prescribiqg of digoxin . A
daily maintenance dose of approximately
5l.lg/kg of a good bio-available preparation, e.g. Lanoxin , may be given if the
creatinine clearance is 80 ml/min or
more, but the dose should be reduced to
half if the clearance falls to 40 ml/min
and to a third of the usual dose when the
clearance is only 10 ml/min. Likewise, in
the management of a patient with grand
mal seizures, effective treatmen t with
phenytoin (diphenylhydantoin, Dilantin)
would generally be expected following a
loading dose of approximately 15 mg/kg
and a daily maintenance dose of 5 mg/ kg.

Why then, if one is aware of the broad
principles which modify the dose of a
particular drug, should one bother with
the measurement of plasma concentration?
Before we try to answer that question, we
should look at so me of the factors which influence the plasma concentration of a drug

a little more comprehensively so that we
may improve our c hances of achieving the
conce ntration and effect whi ch we desire .
The formula below summarizes the important va ri ab les whi ch influence the average
steady state plasma co nce ntratio n (Css>·
Css =

1.44 F·D · t 112
Vd · T

(I)

This concen tration (Css) is the average concentration between doses when the amount
of drug being administered at each dosi ng
interval is the sa me as t he amount of drug
whic h wi ll leave the body at that time. In
practical terms, the s teady tate occurs
when the sa me dose of drug is administered
for 4- 5 half-lives (t1 ; 2). A drug lik e digoxin
which has a half-life of 36- 100 hours wi ll
take from 6- 16 days to achieve a plateau
plasma concentrat ion. On th e other hand, a
drug like lidocaine which ha at 1; 2 of 60-90
minutes wi ll ac hi eve it s teady ~ tate plasma
concentration in 5 - 8 hours .
Systemic Avai labi lit y (F)
F is the fraction of the drug which is abso rbed . In essence, this is the sys temic
bioavailability or the fraction of the admini stered dose which act uall y reaches the
sys temic circ ul a tion a nd is available for
drug actio n . It makes se nse that the better
the bio-availability of a particular preparation, th e greater will be the plasma co nce ntration. Bio-availabilit y problems conti nu e
to occur with certain drugs and one must
never assume that because a preparation
contai ns x mg of a drug, the entire x mg will
b e absorbed . Apart fro m the pharmaceutical preparation, which in vo lves the
addition of vario u s s upp osed ly inert
s ub sta nces such a s lactose or calcium
sulfate as fillers or excipients, there are the
human va riables of gastroi nt estina l moti lity
which may permit enhanced gastric destruction of certai n drugs, prolong the di ssolution of other drugs a nd hen ce improve their
bioavailability o r accelerate th e rate of drug
passage and impair bioavailability . Variable
gastrointestinal wall or hepatic metabolism
during the obligatory exposure of a drug to
these organs durin g its absorption, the
phenomenon known as "first-pass
phenomenon ", leads to variab le absorption
of active drug when medications such as
iso prenaline , isoso rbide dinitrate, propranolol and meth yldopa are give n orally.

Disease states which cause vomiting, diarrh ea or malabso rption may interfere with
the amount of drug absorbed.
Dose (D)
D represent s th e dose. It is obvious that
the larger the dose administered, the greater
will be the stead y state plasma concentration . The influence of body weight on dosing requirement s will be discussed later
under the Volume of Dis tribution.

Elimination half-life (t. 12)

t1 12 is the elim ination half-life of the
drug. Mos t s tudent s of Ph armaco logy
recognise thi s phenomenon a s being similar
to th e concept of th e decay of radioactive
materials which they studied in Physics.
Within a given period of time known as a
half-life or half-time, exactly half of the
original amount is metabolized or excreted
irrespective of whether there was a large
amount 'o r a small a mo unt of the substance
prese nt at the beginning of the period.
Drugs are generally eli m inated from the
body in thi s fashion; a so-called "fi rstorder" or "ex ponential" process. The halfli fe is dependent on two major variables in
the body. If the drug is exten s ively
metabo li zed, the rate-limiting factor is
hepati c function, whereas those drugs
which are excreted unch a nged depend
mainly on renal function. Disease of either
of these important organs may therefore
co ntribut e to the prolongation of the t 112.
The physician must therefore be aware of
(a) the usual el imination t1 ; 2 of the drug in
healthy individuals, (b) the usual major
route of elimination of the drug and (c)
whether o r not the individual he is treating
suffers from di sease of that organ. Several
other facto rs may interfere with the t1 ; 2 of a
particul ar dru g. Some drugs are subject to
enzyme induction which accelerates their
elimination, wh il e other s may s uffer
substrate competition which delays their
elimination in the prese nce of another drug .
Certain drugs such as alcohol exhibit socalled "zero-order" or "linear" elimination in which the sys tem respo ns ible for
their elimination is saturated at extremely
s mall co nc e ntr a tion s within the us ual
therapeutic or toxic range. There is
therefore no simp le t1 1 2 for
uch
substan ces. Phen ytoin has an apparent t1 12
of 6 - 12 hours at low therapeutic co ncentrations but we have recently seen a patient
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whose plas ma concentration took six days
to decline from the toxic concentrati on of
60 f.lg/ ml to 30 f.lg/ ml! Th e apparent t, 12 o f
salic yli c acid , the ac ti ve meta bolit e of
aspirin , is appro ximately 3 hours after a 300
mg dose, 5 - 6 hours for a I ,000 mg dose
and 20 for a 10 g dose! Because o f these
variations, it is extremely difficult to slot a
specific number into the fo rmula for a drug
with this type of meta boli sm.
Volume of Distribution (V d)
Vdis the Volume of Dist ribution. Thi s is
a mathematical concept which relat es the
plasma concentration of the drug to the
amount of drug present in the entire body
at the time plasma concentration is
measured , as if the body were acting as a
large tank int o which the drug was added
and mixed homogenously. The formula,

vd

A

=c

<2>

where A is the amount of drug present and
C the plasma con centration , dem onstrat es
this relationship . In general terms, the
volume of distributi on will relate to the
total body weight , larger pati ents generall y
having larger volumes o f distributi o n. Protein and ti ss ue binding o f th e drug are in fluential in determining the volume of
distribution. Drugs whi ch distribu te in to fa t
will ha ve a large a pparent vo lum e o f
di stribution in o bes e indi vidu a ls a nd
smaller plasma concentrations for a give n
amount than when the same amount is administered to an indi vidual who is lean and
mu sc ular. Th e co nve rse is see n with
hydrophili c drugs such as digox in whi ch
distribute preferenti all y to skeletal mu scle.
Higher plasma co ncentrati ons will be seen
in 100 kg obese indi viduals th an in 100 kg
muscular types. It makes good sense th at
the Vd is in the denominator o f the equ ation , since th e larger the volum e o f distribu ti on, the smaller will be the plas ma conce ntrati on. (ref. equati on I) .
Dosing Interval (T)
T (T , pronounced ' tau' ) is the dosing interval. Thi s is within th e discreti on o f the
clini cian a nd is th erefo re o ne o f th e
va ri ables over whi ch yo u have some co ntrol. It mak es good sense again that this
should be in the denominator, since the
longe r the dos ing interva l, the smaller the
plasma co ncentrati on will tend to be.
If you knew eac h o f these varia bles in a
given pati ent , it wo uld be poss ibl e to
calculat e accurat ely the dose o f drug required to produce a des irabl e plas ma co ncent ra ti o n. In a se nse, th at is what happens
when a n ex peri enced cl ini cian prescribes for
his pa tients. He has developed , by comm on
usage of a drug, some feeling for th e dose
whi ch should be give n to an indi vidu al of a
pa rti cul ar we ight and rena l o r hepa ti c
sta tus, to produce the effect which he
desires . Since ma ny dr ugs have a n endeffect which he or th e patie nt can assess,

Page 8

minor adju stment s may easily be made to
suit the pa tient 's needs. If the drug has a
" fl at" dose-response rela tion ship, variatio n in dose is less important than if a
"s teep " concentration- or dose-response
curve ex ists, when small increases in dose
will mark edl y enh a nce effects. If the drug
has a wide concentra tion range which is effecti ve without cau sing tox icit y, the clinician has fairly libera l scope for his prescribing.
At this stage, we must assume that the
clinician has done everything that is possible from the available information on
drug kinetic and dynamic relationships to
ensure that his patient has received the
optimum dose . If this is the case , the majority of his patients should experience a
beneficial effect without fear of toxicity.
If they do not, or he has reason to believe
from clinical examination or experience
with a particular drug that he has not
achieved this happy state , he may wish to
arrange for measurement of the drug as a
means of improving his therapeutic goals.
Unfortunately, many clinicians order
measurements of drugs without a full apprai sal of the points which I ha ve mad ;
to date . What follow s therefore is a form
of checklist to determine the justification
for a request for drug measurement to the
Biochemistry Laboratory .
What is the goal of therapy?
Since every therapy must have an objective, the clinician must ask if there are
other ways of assessing this, apart from
therapeutic drug monitoring . There are
many drugs in which it is not rational to
measure plasma concentrations, except in
extenuating circum stances. These include
drugs used in the treatment of hypertensi on, pain and insomnia , when it is more
appropriate to measure the blood pressure
response , or to assess the patient 's subjective improvement. In biochemical disorders such as hypergl ycemia , hyperuri cemia and hyperlipoproteinemia , assessment of change in the a ppropriate
biochemical measurement is more appropriate. In the management of a patient
with pulmonary embolus, measurement of
prothrombin time is considered more appropriate than analysis of serum warfarin! Put in its simplest terms, if there

was an appropriate indication for the
drug and the patient has responded appropriately without adverse ef fect, it is
difficult to justify a laboratory measurement which is expensive in terms of technical time and health care costs. Conversel y, if you have reason to believe that
the response is not appropriate for the
dose and you are unwilling to increase the
dose further for reasons of safety, or if
you ha ve reason to believe that the patient is suffering or will suffer adverse effects o f the drugs, measurement of drugs
in plasma is not only justifiable but is
hi ghl y desirable.
The patient may not be responding to
the medication for anum ber of reasons.

Compliance
The simplest and possibly the most
common reason for poor response is the
problem of poor compliance. If, f?r e~
ample, you admit a patient to hospital m
heart failure and believe that part of the
reason for that heart failure is the patient's inability or unwillingness to take
his digoxin therapy regularly , comparison
of a plasma digoxin concentration on admission with the concentration achieved
in hospital under supervision will either
confirm or refute this possibility quite
quickly .
Malabsorption or Enhanced Clearance?
If, on the other hand, the initial plasma
concentration is low and it continues to
remain low while the patient is receiving
what you believe to be an appropriate
dose , it is possible that the patient has a
problem of malabsorption or is clearing
the drug at an unexpectedly high rate. I
have seen three elderly patients in whom
unexpectedly low plasma concentrations
of digoxin were early clues of hyperthyroidism with inadequately controlled
atrial fibrillation and mild heart failure .
Their family physicians had been unwilling to increase their doses of digoxin further since they correctly considered the
patients to be already receiving doses
which would usually cause toxicity in little old ladies.
Prophylactic Drug Administration
If a drug is being used prophylactically,
then clearly you do not have the usual
advantage of observing an improvement,
but rather you are placed at the disadvantage of having to wait for failure to
indicate that the drug has been unsuccessful , or of observing the patient develop ad verse effects which indicate that the
do se should be reduced . Neurologists are
commonly faced with this problem in the
management of seizure disorders . Before
the development of readily available measurements of phenobarbital, phenytoin,
and carbamazepine, the patient with
seizures had to have his dose of medication carefully adjusted upwards to reduce
the frequency of attacks or downwards to
reduce toxic manifestations . It was not
uncommon for clinicians to consider a
drug useless when it failed to control the
seizures in a traditional " usual dose" .
Even in an illustrious institution like the
Massachusetts General Hospital, 9007o of
clinicians considered the appropriate dose
of phenytoin to be 300 mg daily, while
SOlo considered the appropriate dose to be
200 mg daily, and another 507o considered
the "correct dose " to be 400 mg daily .
With these naive concepts, it was hardly
surprising that many of the patients
receiving 300 mg daily had low concentrations of phenytoin and had poorly controlled seizures while others had plasma
concentrations in the potentially toxic
range. Since the " usual therapeutic concentration range" within which most pa-

tients will benefit from these drugs is well
known, it is much more appropriate to
adjust the dose in individual patients to
achieve the desirable concentration rather
than wait for seizures or si de effects to
occur.
Possible Drug Interactions
A patient who was previously responsive to a drug and in whom compliance is
assured , may have suffered a drug interaction . Some of us observed such a situation in the past year in a male patient
whose multifocal premature ventricular
contractions had been well controlled
with quinidine and whose plasma concentration of this drug was in the usual
therapeutic range of 4 - 6 ug/ml. At the
same admission he was found to be suffering from pulmonary tuberculosis for
which he was placed on rifampin . Within
a week, his cardiac arrhythmia was completely out of control and his plasma
quinidine concentrations were found to be
extremely low . When rifampin (which is a
powerful inducing substance) was
substituted with ethambutol , plasma
quinidine concentrations returned to the
desired range and his cardiac arrhythmia
successfully reversed . Had we not had the
facility to measure the plasma quinidine
concentration, we might have considered
the quinidine to have failed and would
probably have introduced other more expensive and perhaps less effective medications to control his ventricular arrhythmia.
Drug Toxicity or Unrelated Disease?
Occasionally one is confronted with a
patient who is nauseated or vomiting and
the question arises "Is this the result of a
medication or is it the result of unrelated
physical illness?" Without the facility of
plasma drug measurements, you would
weigh up the odds from the available information and if there was some doubt
about the drug, you would discontinue
the drug and observe the patient for improvement. If the drug was not considered particularly important, you would
not be overly concerned with stopping it,
but you would have grave doubts about
discontinuing the drug if the patient's
welfare depended on it. Measurement of
the drug in plasma may be of value in
this setting, allowing a more meaningful
estimation of the odds in favour of the
drug contributing to the sickness. A low
plasma concentration of digoxin makes it
highly unlikely that the drug is the cause

of nausea, while a concentration greater
than 2 ng/ ml makes it highly likely that
the cardiac glycoside is responsible .
Drug Monitoring for Toxicity
I have deliberately neglected the role of
drug measurement in the assessment of
accidental or deliberate overdose . That is
a different topic with quite different
guidelines. Initial measurements are
usually qualitative rather than quantitative, and are used to assist the attending physician in deciding on therapeutic
interventions, e.g. forced alkaline diuresis
in patients with salicylate or phenobarbital overdose. The qualitative detection
of amphetamines or other drugs of abuse
may have a valuable role in psychiatric
practice in dealing with patients who
di splay unusual behaviour and in whom
drug abuse is considered possible.
Pitfalls of " Therapeutic Plasma Concentration" Interpretation
I have one final caveat. Although we
talk about "therapeutic plasma concentrations", it is possible for a drug to be
completely ineffective at any concentration in a given individual. The role of
therapeutic drug monitoring in this situation is clear. The result effectively says
that the drug has been given to the usual
toxic limit and has not produced a desired
effect, therefore a change in strategy is
necessary. In itself, that is an important
role for therapeutic drug monjtoring and
one · which we commonly employ in the
use of anti-arrhythmic drugs. In this manner , one anti-arrhythmic drug is tried at a
time, usually with concurrent telemetric
or Holter monitoring, so that the concl usion that the drug is ineffective is clearly
documented and a trial of another medication is instituted.
Timing of Blood Samples
There are a few simple guidelines for
timing blood samples. Ideally, the drug
should have achieved steady state, i.e. at
least 4 - 5 half-lives should have elapsed
since the last change of dose. A plasma
concentration taken at this time will be
much more meaningful than one taken
earlier, si nce the plasma concentration
will increase by an unknown amount if it
is not already at steady state.
Distribution should be complete. Since
the plasma concentration is only a marker
for the concentration at the actual receptor or in the affected tissue , it is obvious
that sufficient time must be given for the
drug to achieve equilibrium between

plasma and tissue . If the plasma concentration is measured before this occurs, it
will be spuriously high. The only important clinical example of this is dig0xin
which requires approximately 8 hours for
equilibration to occur.
When drugs have long elimination halflives, timing of plasma concentration is
relatively unimportant providing the first
two criteria of steady state and distribution equilibration are considered. If,
however, the elimination half-life is short,
i.e. less than 12 hours, a more meaningful
profile of the plasma concentration events
is obtained by sampling I - 2 hours after
a dose and immediately before the next
dose so that peak and trough measurements are obtained. In this way, appropriate adjustments of both the dose and
the dosage interval can be made.
If suspected toxiCity occurs , blood
samples should be drawn immediately, irrespective of the other criteria. There is
little point in waiting a few hours or days
and then asking if it was possible that a
particular drug caused the problems observed? That may sound facetious but
such requests are occasionally obtained.
When a drug is given by an infusion,
timing is less important, providing distribution and steady state are achieved.
Again it might sound facetious, but since
I have seen it occur, I must make a
strong case for drawing the blood sample
at a site distant from the intravenous infusion!
Conclusion
Therapeutic drug monitoring has a
valuable role to play in modern therapeutics. As with diagnostic tests, the clinician has a responsibility to ensure that
there is an appropriate indication. Specific indications include drugs used prophylactically which have narrow therapeutic ranges and cause adverse effects
si milar to disease states or which may be
poorly absorbed, either as the result of
pharmaceutical differences or malabsorption states. Other indications include
possible poor compliance with therapy,
tolerance with prolonged use or interaction with other medication s. Blood
samples should be taken at appropriate
times, otherwise the results may be meaningless. More than with any other test,
the Biochemistry Laboratory should be
provided with as comprehensive a medication history as possible. Finally, I must
put in my plug for Clinical Pharmacology. If you cannot sort out the problem, perhaps we can help you!
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Sir William Osler, 1879 - 1919
by Gerry Schep

"I have had three personal ideals . . .
to do the day's work well and not to
bother about tomorrow, . . . to act the
golden rule ... (and) to cultivate such a
measure of equanimity as would enable
me to bear success with humility, the affection of my friends without pride and
to be ready when the day of sorrow and
grief comes to meet it with the courage
befitting a man. "
Aequanimitas
December 29th marked the 60th anniversary of the death of a man who revolutionized medical teaching and helped to
establish medicine as a science worthy of
study by the best of minds.
William Osler was born July 12, 1879,
in the settlement of Bond Head, half-way
between Toronto and Penetang. He was
the last of nine children born to Rev.
Featherstone Osler and his wife Ellen.
Twelve years earlier, the Anglican Church
canon and his bride had immigrated to
the Canadian wilderness from their native
England . When William was eight, his
father's health forced him and his family
to move to Dundas, a town southwest of
Toronto on Lake Ontario, where William
attended the Weston School. He was a
bright, handsome and athletic boy and a
respected leader amongst his peers. One
insurrection that he had. led against one
of the teachers sent him and his friends to
jail for a couple of nights.
The school's warden, Rev. William A.
Johnson, had a great interest in science
and particularly microscopy of freshwater polyzoa. Recognizing young
William as an eager and enthusiastic boy,
Johnson introduced him to his avocation
and gave him free use of his own microscope. William was a keen biologist and
spent many free hours avidly collecting
and examining specimens. Through
Johnson, William met Dr . James Bovell,
the me<lical director of Trinity College in
Toronto, whose wide interests included
theology and biology as well as medicine.
In 1867, William went to Toronto to
study Theology. Although he fared well
in his studies, his scientific interests
became more and more important, and
during the first few days of his second
year he transferred to the Faculty of
Medicine. James Bovell became both
teacher and friend to him and was to influence Osler's life so strongly that years
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later, when nervously Sittmg with a
notebook between ideas, William would
scribble his name repeatedly: James
Bovell M.D . James Bovell M.D. James
Bovell M .D.
As William showed much promise, and
McGill's facilities were superior to Toronto's, he transfered to Montreal for his
final two years. In those days there was
frustratingly ,Jittle clinical exposure during
medical school, but Osler spent much
time in the dissecting room, learning all
he could by his own observations. In
Montreal he acquired his de<lication to
medicine and learned the advantage of
living day by day. He came across the
line from Carlyle, "Our main business is
not to see what lies dimly at a distance
but to do what lies clearly ahead" and
adopted this as his own approach to life.
The clinical work that Osler did do as a
student was under the supervision of the respected clinician, Dr. R. Palmer Howard .
Graduating in 1872 with honours and an
honourable mention for an original paper
on microscopic studies, he continued to
study under Howard. The latter became

his companion and the third inspiring
figure in Osler's life. Howard advised him to
study abroad in Professor Sanderson's
experimental pathology lab in England,
so William spent two years there. During
this time he made a voyage to Berlin to
hear Virchov lecture on his recently developed theories regarding the cellular
basis of disease. Osler's stay in England
produced research on the actions of atropine and physostigmine, the <liscovery of
blood platelets, and an excited thirst for
more knowledge.
In 1874, Osler returned to McGill to
accept a post as lecturer in pathology and
physiology, and here he began a small
private medical practice. His hope was to
become a staff physician at the Montreal
General, a job which went to older, experienced physicians . Osler became a
popular lecturer at McGill, partly because
he spoke informally to students accustomed to stuffy orations in class. Autopsies
were at that time an unpopular job, but
Osler's interest in disease led him to do so
many that he was named a pathologist at
the Montreal General. He kept minutely
detailed notes on every case he saw.

Although happy and extremely busy ,
Osler was frustrated with the lack of lab
facilities and the little practical experience
students received .
During the smallpox epidemic in Montreal, he volunteered to run the ward
established for the purpose of handling
this epidemic, even though he was not yet
a staff doctor. The money he received
from this he used to buy microscopes so
that the students could study pathology
first-hand. During these years he started a
Journal club and rejuvenated the MedicoChiurgical Society in an effort to inform
practising physicians of changes in medicine. He wrote several papers in medical
journals on various diseases and maintained his interest in biology and parasitology so that he was, by 1876, a
registrar at McGill and a professor of
physiology at the Veterinary College.·
In 1878 , Osler wrote the exams of the
Royal College of Physicians in England,
and returned to be made a staff physician
at Montreal General, an appointment he
received ahead of many men his senior,
both in years and experience. Osler
demanded many changes on his ward; the
sheets had to be boiled daily rather than
weekly, the beds placed further apart, the
walls painted, and the nurses had to be
efficient. On a hunch that tuberculosis
was infectious, he separated Tb patients
from the others; a few years later, this
was justified by Koch's discoveries in
tuberculosis.
And yet Osler was not a stern man , for
he spoke easily to men of all classes, loved playing with children and was fond of
practical jokes. In a gay mood he would
send an outragiously scandalous letter to
a newspaper, journal, or friend, attributing it to Egerton Y. Davis, a
pseudonym he reserved for this aspect of
his personality.
While doing some further studying in
Europe in 1884, Osler was offered the
chair of clinical medicine at the University of Pennsylvania in Philadelphia, even
though he had made no application for
such a position. His reputation was surely
growing! Although the University of
Pennsylvania could not match McGill's
academic standards, Osler was overwhelmed by the open, brash American
nature and thus he accepted. In Philadelphia he had no private practice, but
rather devoted himself to the teaching of
medicine. He allowed his students to examine patients themselves , but was
limited as to how far he could establish
his principles of medical education by the
more conservative provost of the universi ty. Volunteering his services as pathologist, he finally acquired a lab for the as
yet unequipped university, so that his
students could study disease by direct
observation of specimens.
In 1887, Osler was made a Fellow of
the Royal College of Physicians; by now
his reputation as a clinical teacher had
grown amongst both his students and col-

leagues , he was established as a productive researcher and speaker , and was considered one of the foremost pathologists
in the United States. Hi s frustrations,
however, were the same ones he had had
while at McGill: poor lab facilities and
insufficient ward experience for his medical students .
In 1889, Osler was offered a position
as head of the medical department at
Johns Hopkins Hospital , a hospital being
built in Baltimore, Maryland, according to
the newest ideas in medicine. In accepting this position, he would have more
freedom in both teaching and practice
than he had had to date . Osler and the
other staff physicians actually lived in the
hospital, breakfasted and joked together ,
and became great friends.
Not long after coming to Baltimore,
Osler started his great textbook , The
Principles and Practice of Medicine, one
which he would revise many times over.
It was a revolutionary textbook in medicine, for it covered every aspect of aU
known diseases and indicated the best
treatment available . The work was refreshingly frank in that if no treatment
was known to be effective , thi s was openly admitted , a rare practice in the contemporary medical writing. The text was
completed single-handedly within a year
and was dedicated to the three men who
had inspired Osler's career and his
dedication to it: Rev . W.A . John son of
the Weston School, Dr. James Bovell of
Toronto, and Dr. R . Palmer Howard of
McGill. The text's publicati on was to
have far-reaching consequences. Besides
being hailed as a medical achievement, his
text was read ·by a non-medical agent of
J.D . Rockefeller who was so enthralled
that he convinced Rockefeller to establish
the Rockefeller Institute of Medical
Research, to donate to the Harvard
Medical School, and, later , to Johns
Hopkins University.
In May, 1892, Osler married Grace
Revere Gross , the widow of a dear friend
and colleague from Philadelphia . Three
years later, Grace gave birth to a son
whom they christened Revere .
In 1893, Johns Hopkins University
opened with both male and female students enrolled in the medical program.
Within a few years, Osler had his
students actually in charge of patients, a
very daring move, since his name and
position would be threatened had any
misfortune resulted . He also took a personal interest in all of his students , and
he and Grace had two different students
over for dinner weekly.
While in Baltimore, Osler started a
medical library, reorganized the all but
defunct Medical-Chiurgical Society, became publicly involved in efforts to clean
up the typhoid-plagued city of Baltimore,
and founded a society to research tuberculosis. As well, he researched and wrote
papers on malaria, tropical dysentery and
other disease entities. There was no actual

residency program in North America at
this time, so Osler helped institute such
programs in Baltimore so that more students could do post-graduate work
without going to Europe.
Osler frequentl y addressed groups of
doctors, students and nurses on various
ethical and philosophical subjects , the
speeches of which he later collected and
published under the title " Aequanirnitas" . He had an impressive knowledge of
general literature, acquired by his habit of
always reading from some work of literature or philosophy for an hour before going to bed . Of all his reading, his
fa vourite book was Sir Thomas Browne's
" Religio Medici ", a physician 's statement
of his own beliefs.
Despite these serious interests , Osler 's
love of practical jokes never waned . Once
he scrawled on the sign of a neighbouring
physician and former student admonitions
to attend not the indicated doctor's offi ce, but to go next door to Osler 's place .
At the AMA meeting in 1904, over
which he presided, Osler was offered the
position of Regius professor of Medicine
at Oxford. While in England receiving the
award of Doctor of Science, he accepted
this position, hoping in part to ease the
hectic schedule he had built up in
Baltimore. Grateful colleagues and students at Johns Hopkins held ceremonies
in his honour and made February 22nd
" Osler day ' '.
The pace at Oxford was somewhat
slower than it had been in America , yet
the physician remained busy. He still read
papers at scientific conferences , gave addresses , and even managed to write a
short text on the history of medicine.
Even on his busiest days, however , he
always found time to spend with his son .
As in Baltimore, Osler and his wife often
entertained students and fellow professors. Their hospitality was of such
degree that their home at Oxford was
dubbed the "Open Arms ".
A baronetcy was conferred upon him in
1911 and, although he despised all form s
of snobbery, he accepted the title gracefully. The war brought a yet different
task, as Osler's expertise was consulted in
the building of medical centres and hospitals for soldiers returning from the front.
Revere Osler, Williams's only child,
was killed at the battle of Ypres in
August of 1917. This was a tremendous
blow to William , yet it was borne with
equanimity, for within a week Osler was
back to work , his disposition towards
others as cheery as always. He remained
enthusiastically productive until he was
struck by illness . He died on December
29th, 1919.
References
Iris Noble , The Doctor Who Dared, Copp
Clark Publishing Co . Ltd., 1959.
Harvey Cushing, The Life of Sir William
Osler, vols . 1 & 2, Oxford University
Press, 1925.
Page 11

An Approach to the Diagnosis of Hysteria
by F .M. Mai, MBChB , DPM, MRCP , MD, CRCP (C)
"/ advise maidens who suffer from
Hysteria to marry as soon as possible.
For if they conceive, they will be cured".
Hippocrates
Both the diagnosis and the treatment of
hysteria have become rather more complex since the time of Hippocrates. He
echoed Egyptian thought which considered that hysteria was caused by the
womb wandering through the body.
(from Greek "hystera"= uterus).
It was not until the 16th Century that
the brain was considered to play a role in
etiology, and opinion fluctuated between
the uterus and the brain until the time of
Charcot in the 19th Century. A notable
contribution was made by Briquet, (1859)
who carried out a systematic and comprehensive study of 430 cases and who
emphasized the role of emotions in the
production of hysterical symptoms. The
wheel turned full circle with Freud, who
emphasized psychosexual conflict as a
cause of hysteria, denied that organic factors played any role. History and concepts in hysteria have been well reviewed
by Merskey (1979).
Despite its 3,000 year history, hysteria
in the 20th Century remains a nebulous
condition. In recent years we have some
physicians who consider. it to be rare or
non-existent (Slater, 1965, Lewis, 1974) ,
and others who consider it a common
condition (Engel , 1970, Woodruff, 1971).
Some authors attempt to resolve the confusion by changing the name (Walters,
1961 , Guze et al, 1972), and others attribute it more to a problem in the
observer than the observed (Berger.
1971). Cleghorn (1969) carried out a comprehensive historical and theoretical analysis of this unhappy situation.
There are two main reasons for this
continuing confusion. First is the difficul ty in making the diagnosis. Hysteria is a
"soft" clinical entity. There is no single
feature which is a sine qua non of the
condition, and the most commonly used
criterion - absence of organic disease - is
a negative, not a positive , feature.
Secondly, the word hysteria has undoubted pejorative connotations. Physicians hesitate to use it because it implies
that the patient is " faking " her symptoms and is not really ill. This attitude
was epitomized by Szasz (1974) who
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stated "The hysteric is a liar who does
not admit or recognize his lies".
The purpose of this paper is to
highlight the main diagnostic and
psychopathogenetic features of hysteria
and hysterical personality.
Prevalence
Although few reports exist as to its
prevalence, it is probably more common
than supposed. Engel (1970) estimated a
prevalence of conversion symptoms in 20
- 250Jo of inpatients admitted to a general
medical service, and Woodruff (1971)
estimated a prevalence of 2% in the
general female population . In my own
psychiatric consultations on the medical
·and surgical floors of University Hospital
over a six year period, I have diagnosed
hysteria in 156 of 1,127 women (13.8%)
and 58 of 625 men (9 .2%) . Hysterical
Personality was diagnosed in 18 women
(1 .6%) and 2 men (0.3%) . This probably
is an under-estimate of the true incidence
of the illness, as not all patients with
hysteria necessarily are referred for
psychiatric consultation.
Diagnostic Features
The International Classification of
Diseases (1974) describes hysteria as a " a
neurosis characterized by an involuntary
psychogenic loss or disorder of function .
Symptoms characteristically begin and
end suddenly in emotionally charged
situations, and are symbolic of the
underlying conflicts. Often they can be
modified by suggesti on alone".
Woodruff et al ( 1971) described the
following diagnostic criteria :
(I) Complicated or dramatic medical
hi story with onset prior to age 35 .
(2) Minimum of 25 symptoms in at least
9 of 10 symptom groups (listed).
(3) At least 25 of the sy mptoms in a
minimum of 9 groups had no known
medical explanation.
Psychiatric texts on hysteria, such as
the two mentioned above, rarely refer to
the importance of physical examination
findings ; similarly, non-psychiatric texts
rarely emphasize the importance of the
medical interview in diagnosis . It is this
author's view that much of the confusion
about diagnosis arises from this failure to
integrate clinical information, and that
hysteria can be convincingly diagnosed
only when data from the clinical history,

the mental status examination and the
physical examination are evaluated together. The following schema, based on
that of Engel (1970), is proposed as an
approach to the clinical diagnosis of hysteria. Each heading will be discussed
separately.
(A) Low Index Diagnostic Criteria
I) The Symptom.
2) The Personality.
3) Past History.
(B) High Index Diagnostic Criteria
I) Precipitating Stress .
2) Symbol Model.
3) " La Belle Indifference".
(C) Confirmatory Diagnostic Criteria
I) Negative or inconsistent physical
signs.
2) Negative or inconsistent special
investigations.
A

Low Index Criteria
1) The Sym ptom:
The range of symptoms which may be
hysterical is as wide as the range of
presenting medical complaints. In essence,
any medical symptom theoretically may
be hysterical. Hysteria is conventionally
categorized into conversion or dissociative
hysteria depending on whether the symptom is "physical" or "psychological".
Pain, paralysis and anesthesiaes are examples of "physical" symptoms, and
amnesia and certain cases of "split personality" are examples of "psychological" symptoms . However, the distinction between them is arbitrary, and conversion and dissociative symptoms commonly coexist or are present alternately.
The possibility of any symptom being
hysterical is suggested more by the manner in which the patient describes it than
by the fact of its presence. Unusual, exaggerated or even bizarre adjectives will be
used to describe its quality. Furthermore,
the associated characteristics such as aggravating and relieving factors, radiations
etc. will have an atypical, unsystematic
and emotive quality. The atypical quality
of the symptom is reinforced by its nonanatomical and non-physiological characteristics. A paralysis or a sensory abnormality will not follow expected dermatomes or neurological pathways. A
pain will radiate in a manner inconsistent
with well-defined clinical syndromes. Any
symptom having these ill-defined features

should raise the index of suspicions that
hysteria is present. It is of vital importance to provide the patient with the
opportunities
to
describe
symptom
characteristics
spontaneously
through
responses to non-directive questions.
Hysterics are notoriously suggestible, and
to fire off a series of directive questions
about the symptom will not only confirm
the interviewer's preconceived notions
about possible diagnosis, but also will
coach the patient about characteristics
commonly found in organic syndromes
causing that symptom. Hence the diagnosis will become more complex for
future physicians, because subsequent
descriptions of clinical history will lose
their "atypicality" and more closely
follow conventional syndromes.
Absence of atypical features is found
also in health professionals such as nurses
and doctors who develop hysteria, and
who because of their knowledge and
sophistication describe symptomatology in
more conventional terms. It is important
to be aware, therefore, that hysterical
symptoms are not necessarily bizarre or
atypical in the manner of their description.
It should be remembered that suggestibility is common in the general population, as exemplified by the substantial
placebo response found in many organic
disorders. Hence it is of little value to use
a placebo InJection to differentiate
organic from functional disorders.
A final important suggestive diagnostic
criterion is that hysterical symptoms are
frequently multiple in any one individual.
As a rule of thumb, if a patient, in
response to non-directive questioning,
presents a series of symptoms which
could involve three separate organ
systems, hysteria should be high on the
list of differential diagnoses. The presence
of only a single symptom does not, of
course, exclude the possibility of hysteria.
2) The personality
The presence of the ,characteristics of
an hysterical personality make a diagnosis
of hysteria more likely, although it should
be remembered that hysterical symptoms
may be present without an hysterical personality, and conversely that an individual with this personality can develop
an organic illness.
An hysterical personality may be
recognized by the attention-seeking,
egocentric manner. This can manifest
itself in a wide variety of ways, from the
shy and bashful teenager to the flagrantly
dramatic extrovert. Their style frequently
has an appealing, helpless quality which
mobilizes support and attention from
those around them and which, at times,
may be openly provocative or even seductive. They are emotionally liable, excitable, and easily become dependent on
others. Although well-developed forms of
hysterical personality are easily recognizable, more subtle varieties are just as
easily missed. These individuals are shyly

compliant or even obsequious in their
outward appearance, but many of their
personal relationships are suggestive more
of passive-aggressive attitudes towards
others. All individuals with hysterical personality traits share an uncanny ability to
manipulate those around them. Other
personality characteristics not classically
"hysterical", but which may be associated with hysterical symptoms, are
"hostile-dependent" and "defensive" personality types. By hostile-dependent is
meant the type of individual who has difficulty in expressing feelings of anger,
frustration and resentment openly, hence
expresses these feelings to others through
indirect and covert means, e.g . stubborness, withdrawal, illness, or alcohol or
drug dependency. The "defensive" individual is overly sensitive and easily offended by a wide variety of interpersonal
stimuli. He has limited insight, and
responds to suggestions that psychological
factors may be relevant to their illness by
strong and inappropriate denial.
3) Past History:
A past medical history of frequent
minor health problems involving several
systems, and possibly involving two or
more physicians, is suggestive of hysteria.
The positive and convincing manner in
which the symptom is described may have
lead to complex investigations or even exploratory surgery being performed. The
combined tendency of the patients to do
"doctor shopping", and of the doctor to
prescribe symptomatic medications, readily leads to polypharmacy and dependency
on tranquilizers, analgesics and/ or hypnotics. These findings, therefore, should
raise the index of suspicion that hysteria
or hysterical personality is the primary
diagnosis.
B

High Index Criteria
1) Precipitating Stress:
An antecedent stress or conflict is
almost invariably present in acute hysterical episodes . The intensity of the stress
may vary widely from very severe at the
one extreme, to so mild as to be barely
noticeable at the other. The highly predisposed individual with an hysterical personality will develop hysterical symptoms
in response to less stress than the individual with a "normal" personality .
The high prevalence of "War Neuroses" which consisted largely of hysterical
symptoms - demonstrates that almost any
individual can develop this condition
given sufficient provocation.
It is important to note that the individual him/herself may be unaware of
the association between the antecedent
stress and the symptom . It is pointless to
ask the patient, therefore, if the symptom
was brought on by environmental worries
and pressures. It is the task of the interviewer/ diagnostician to establish the time
of onset of the symptom , the existence of
environmental stress , and a chronological
association between them . Here again ,

skillful interview technique may be essential to elicit this association.
A further difficulty occurs iq individuals with chronic or long-standing
hysterical symptoms, where it may be difficult or impossible to identify antecedent
stress because of forgetfulness or the
distortion of events and time relations
which occurs with the passage of time.
Precipitating events may also be more
subtle, e.g. anniversary reactions or the
anticipation of stress of bereavement, or
in some individuals with litigation
neurosis.
2) Symptom Model
If any single feature in the history is
diagnostic of hysteria, it is the finding of
a "model" for the symptom. Essentially,
this answers the very important question
as to why an individual develops one particular hysterical symptom rather than
any other; she develops a symptom because of her previous knowledge or experience of someone with that symptom,
hence the symptom is "modeled" on the
illness of that individual. The latter usually is someone in their immediate circle
who is emotionally important to them,
such as a close relative or friend, and
who had an organic disease which included that symptom. A rider to this feature
is that the patient may provide her own
role model for the symptom. She develops an hysterical symptom and has herself experienced that symptom previously
in connection with a bona fide organic
disease. Clearly, this makes diagnosis extremely difficult, because the natural
response of the physician is to assume
that there has been a recurrence of the
original disease rather than to consider
that a new condition has developed. Similarly , patients with a specific organic
disease may develop conversion symptoms
known to be associated with that disease,
e.g ., some chest pains following myocardial infarction, or hysterical blindness in
multiple sclerosis.
On occasion, when a role model is absent, another possibility as to why a particular hysterical symptom has developed
is that the symptom exists because of its
symbolic significance. All are familiar
with the "body language" that is present
in much of our personal interactions.
This is conveyed in phrases such as "he
makes me sick" to express frustration, " I
have a gut feeling'' to express a personal
and intuitive conviction, and "it gives me
a headache'' to express anger or a feeling
of helplessness or hopelessness. Hence,
frustration may be expressed by nausea
and/or vomiting, and anger concerning
real or imagined occupational grievances
may be expressed through headache or
musculo-skeletal symptoms . A carefully
conducted interview will identify the
underlying affect linked to the symptom
through a chronologically appropriate
precipitating event, or by verbal or nonverbal cues provided by the patient while
describing the symptom, the event , or the
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individual towards whom she experiences
the feeling. Though difficult at times to
identify because of its inferential nature,
the symbolic significance of a symptom,
when clearly present, may be of great
diagnostic value.
3) "La Belle Indifference":
This refers simply to the inappropriate,
sometimes euphoric affect shown by the
individual even in the presence of a severe
and disabling symptom. This is a useful
feature when present, but is by no means
invariable, and the presence of overt subjective distress does not rule out hysteria.
C

Confirmatory Criteria
1) Negative or inconsistent physical
findings:
A diagnosis of hysteria is confirmed, in
those patients where the history suggests a
raised index of suspicion, by the finding
at physical examination of negative or inconsistent signs, such as glove and stocking anaesthetic areas, or the presence of
motor activity in areas claimed to be
without muscle power. A wide variety of
physical examination techniques have
been devised and described by neurologists and others to identify the presence
of hysteria. Essentially, these all depend
on showing that the functional disability
cannot be explained in terms of anatomical or physiological deficits. Greater
diagnostic difficulty is experienced when
the presenting symptom is pain, especially
where physical disease has previously
been present. It is particularly in these patients that the combined presence of both
high index features in the history and
minimal findings on physical examination
can be most useful in diagnosis.
A physical examination serves the
valuable additional function of reassuring
the patient that the physician is thorough
and meticulous in his evaluation, hence
the final opinion offered to the patient
will carry that much more conviction and
authority.
2) Negative special investigations:
Continuing uncertainty about the
presence of underlying physical disease
may indicate the need for haematological,
biochemical or radiological investigations.
Abnormalities should be seen in the context of the clinical presentation, and
should follow the same principles as in
the physical examination. Negative or inconsistent findings in the presence of low
or high index criteria would confirm the
diagnosis of hysteria.

Discussion and Conclusion
This paper emphasizes the importance
of basing a diagnosis of hysteria on finding positive evidence of psychopathology
in the interview, as well as finding insufficient evidence of organic disease on
physical examination. To base the diagnosis solely on the interview will mean
that possible associated organic disease
will be missed, and to base the diagnosis
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solely on negative physical findings will
mean that much time and money may be
wasted in fruitless investigations, and the
patients illness behaviour will be thereby
reinforced. Hysteria is a treatable condition if it is identified early in its course; if
undiagnosed or mis-diagnosed, the symptom becomes "fixed" by the secondary
reinforcers, and this in turn may result in
various social, psychological and physical
sequelae, and possibly life-long invalidity.
Although the diagnosis may, on occasion, be obvious, difficulties are common.
Perhaps the most important of these occurs when hysteria and physical disease
coexist. Little is gained here by attributing all symptoms to either psychogenic or physiogenic processes; it is
wisest to give due recognition to an interplay of these factors, and the management should be similarly multifactorial.
Once diagnosed, the patient is informed
firmly that her condition is the result of
combined psychological and physical influences, hence its treatment requires a
combined psychological and physical approach (Mai, 1976). This may involve supportive psychotherapy, relaxation therapy,
environmental manipulation (directed
toward minimizing the secondary reinforcers), and an occupational or physical
activity program. An attempt should be
.. made to identify and relieve precipitating
stresses. Drugs may be appropriate symptomatically, provided they are used for
short periods only to minimize the danger
of dependency, as this can itself lead to
perpetuation of hysterical symptoms. Excitatory abreaction is a further therapeutic tool in certain hysterics, particularly when the symptoms are severe and disabling and of recent onset following
severe stress and conflict. Hemiplegia,
blindness or amnesia may respond dramatically to this approach.
Paul Briquet (I 859), an astute observer,
concluded at the end of his study that
"hysteria is far from being a condition of
incoherent phenomena about which one
could make little sense. On the contrary,
I found that it constituted an affection
whose nature was easy to understand,
whose symptoms all had their analogues
in physiological states, and were bizarre
only in appearance; that they obeyed laws
which could be determined; that the

diagnosis could be made with as much
precision as other diseases, and that the
diverse phenomena responded to a treatment one could formulate in advance".
(Mai and Merskey, 1979) These words remain as true today, as when they were
written 120 years ago.
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The Ostrich Report or
The Future of Your Medical Education
by Greg Bailey and the (OFMSS)

Medical students, either by choice or in
hoping not to offend, have quietly buried
their heads in their medical texts, wishing
to ignore what seems to be an extraneous
real world. In Psychiatry you are admitted for the above delusions, and in the
political forum you are scapegoated as a
quiescent conservative group.
How many of you know who P .S. Ross
is? No, this is not the lady who did so
much work on the multifacets of death
and dying, nor is it her father's name.
This is a report that, if adopted , will see
your tuition for three years of medical
school increase by 1450Jo or more. However , the greatest blow is that you will be
expected to pay 221% more tuition while
you help around the hospital as a clinical
clerk.
The decision will be handed down in
December by the Ministry of Colleges and
Universities (MOCU) on how far to increase your fees. The Ministry has received very few, if any, complaints from the
complacent medical students.
In that same year that you may anticipate a 221 OJo increase in tuition, you
probably can expect no help from the
Ministry of Health (MOH) , who award us
our clerkship stipend. This must be considered against an already substantial
deficit of $522 per student in Ontario,
despite last year's increase in stipend.
This debt was derived by the SSOMA
Survey, done in the pa~ year and which
you should fill out this year (make sure
you do). This may not seem a significant
amount, but this $522 deficit is an
average , so some students will incur a
much greater debt. The latter amount is
arrived at by using our Canadian Student
Loan not as part of the deficit, but as
assets which we have.
The real debt is a possible $5,100 which
you could be receiving from CSL and
which you must pay back at 15% interest
(1% higher than most loans), plus the
$522 deficit which must be borrowed at
14% and which you must make monthly
payments on. Yet, we have no income!
The deficit quoted is actually last year's
figure, while this year's amount should be
$744 per medical student. This disparity
will soar upwards if the P.S. Ross report,
with it's 221% increase, is instituted. Yet
the MOH states that our stipend will not
be increased to meet these deficits, as we
received a 25% increase last year in our

stipend. What the Ministry overlooks,
with apparent tunnel vision , is that this
was the first increase in ten years! Quick
mathematical calculation show this to be
merely a 2.5% increase per year, versus
an 8% or higher inflation per year .
The Right Honourable Dennis Timbrell, Minister of Health, stated in a letter
dated August 24, 1979, that the clerkship
stipend will be reviewed annually in the
fall. Unfortunately his repre sentative
Deputy Minister, Dr . Bruce Buchanan,
told two medical student representatives
in meeting on October 25, 1979, that it
has been put off until at least 1980.
To
contrast
our
go vernment 's
benevolent gesture of $1 ,500 stipend and
no assistance (OSAP has run out - the

federal government, not the provincial
government, gives the loans) with other
provinces , one may note their feeling with
regards to the Ontario medical student.
Let us first consider one of the poorest
provinces, Newfoundland , who can afford to give their clerks a $2,500 stipend
plus a $2,000 bursary per student, while
Saskatchewan gives a more reasonable stipend of $3 ,900 per clerk .
Money is not the only factor of import.
I imagine you also care about the quality
of our education. What can you expect in
this area? The Ontario government is using attrition with no hiring to decrease
the teaching staff, however the professional schools are not reflecting the
decreased enrolment of our times . Thus ,
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we can envisiOn the same number of
students with less professors - in fact, a
forecasted 200Jo decrease in staff. This
will be even more apparent in the clinical
milieu, which is doubly hit, as all the
hospitals are losing active treatment beds
and so go the patients from whom we
learn.
Lack of government funding has
resulted in a 40% decrease in library acquisition as compared to the early 70's.
What a paradox it is that in that same
time period, medical knowledge has
grown exponentially.
As for our current professors, they
have received a 5% increase in salary
while inflation climbs upward at 9%.
Will they end up teaching as an altruistic
sacrifice, as many currently do?
Is our situation unique in the face of
the times we live in? Yes, medicine and
the social benefits that are its offspring
are delineated from other forms of postsecondary education. In addition, medical
research is intimately linked to the
medical education system. This same
research may reach its tentacles out to
touch every individual in our society in
some humane form, and/or it may provide the cure for some unresolved chronic
disease and thus become a financial
benefit.
It seems ridiculous to compare this
research and its ramifications with that

from other university courses, or even
more absurd to compare it with Community Colleges. So, when one summates
either pragmatically or philosophically,
one would be greatly surprised to hear
that College fees account for only 12% of
institutional costs, while University fees
contribute 16% to these costs. This is an
avenue where the government may resolve
a conundrum and save some money too!
To once again compare the provinces
and prove our unique position, one finds
that Ontario underfunds its university
students by $1,000 per student. In fact,
$1,800 per student less than Quebec, a
province of similar stature and
economics.
OSAP has also placed us in a peculiar
position by running out and leaving us
with increasing tuition and no eligibility
periods left. Happily, the federal government has not abandoned us as well. It
gives a possible $5,100 loan at 15% interest, due six months after graduation.
This $5,100 figure was derived using an
amount of $250 for the total price of
books you must buy. Tonight, check that
amount with the books on your shelf.
Also, your MOH stipend is subtracted
from your MOCU loan. Finally, our
deficit is not ameliorated at all by the increase in stipend of $300, since we don't
keep it. Thus our deficit may in fact be
closer to $1 ,000 this year!

Summary

A medical student looking to the future
will see greatly increasing fees looming
ahead with a decreasing quality of education. Upon entering their clerkship they
will find a fixed stipend, or one that is
outdated in amount by at least 1 - 2
years. Compounding this is the need to
take out a huge bank loan in addition to
the Canadian Student Loan and its 15%
interest.
Upon completion of medical school,
the new graduate is faced with a fixed
OHIP program and ever increasing inflation or, even worse, a mammoth loan to
repay and a family, while he/she proceeds to an internship or a residency with
their inappropriate salaries.
Not a very bright picture, but it can be
changed! Currently, there are but a few
medical students trying to get a molasseslike system to change or adapt. A
bureaucracy molds and twists according
to the feedback it receives. We must take
a more active role in this feedback!
In the future we will need your help,
via the Hippocratic Council, to write letters to the Ministries and to put together
a Handbook.
Your most immediate effort is required
to fill out a Cost Survey for the SSOMA.
Please spend some time filling it out.

re-view/
"An examination of what has gone before and
what is pertinent at present, so that one can
gain knowledge and set a course for the future."
The . On_tario Medical Review, the monthly
publ1cat1on of the Ontario Medical Association
is received automatically by all members so
that they can remain up-to-date on the affairs
and policies of their Association. Together with
the Canadian Medical Association Journal also
available to student members on request the
~eview. ~eeps you abreast of all developments
1n med1c1ne and in the profession.
For information on joining the Ontario Medical
.A:ssociation, simply write Anne Todd, SuperVISOr of Membership, O.M.A., 240 St. George
Street, Toronto M5R 2P4; or phone 925-3264 (in
Toronto), 1-800-261-7215 (toll-free outside Toronto).
Joining is only your first step in participation.

I COULD TAKE A FOOT OR TWO OFF YOUR NOSE
MR. SMITH, BUT FRANKLY I THINK YOU'D STILL
LOOK LIKE AN ELEPHANT.
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Mysteries in Medicine:
Factitious Illnesses, Including
Munchausen's Syndrome
by J.H. Mount, B.Sc., M.D., C.M., F.R.C.P.(C)
At times, a physician investigating
unusual symptoms presented by a patient
may feel he/she is much like a detective,
assembling clues that will eventually lead
him/her to the solution. Perhaps this
analogy is no better experienced than in
those cases of illness most recently called
"Factitious Illness". Subsumed under this
rather general heading are illnesses which
have puzzled physicians of all disciplines .
Recently, attempts have been made to
sort out this heterogeneous group, which
is reflected in a classification proposed
for the Diagnostic & Statistical Manual,
3rd Edition (DSM III) . The syndromes
are not all that commonly seen (albeit
they might go unrecognized) although one
author has stated that at least two or
three patients representing this group will
be seen during any individual's residency
training program'. A number of recent
cases have come to attention in London,
illustrating some of the styles of presentation reported in the literature. Further,
some improvement in the understanding
of the motivations of these individuals
has been gained, and is elaborated below.
Patients with chronic factitious illness
baffle, frustrate, infuriate, and seduce
physicians with their complaints. Patients
who can present a plausible story of what
seems like a rare illness will intrigue the
physician, resulting frequently in lengthy
and extensive investigations. The initial
excitement of the hunt that the doctor
feels, however, is convelted to disillusionment and anger when he finds out that
the syndrome isn't what it first appeared
to be, and frequently the physician has
the experience of being "had". Regrettably, at this point in time, the successful
management of these types of cases is usually difficult, as the underlying mechanics
of the disorders are not fully comprehended, and the patient is not usually
compliant to therapeutic intervention.
Classification - A physician is encouraged to be empathic, understanding
and non-judgmental. In this particular
group of illnesses however, the issues of
"bad versus good" are difficult to avoid.
There is concensus on the fact that these
illnesses represent a continuum, with malingering ("bad") being on the one extreme and hysteria ("mad") being at the
opposite pole. In between appear to lie a
number of mysterious ailments which
have now been classified according to the
DSM III as follows:

300.15- factitious illness with psychological symptoms (Ganser's)
300 .16 - chronic factitious illness with
physical symptoms (Munchausen's factitious fevers, etc.)
300.17- other factitious illness with
physical symptoms (compensation neurosis) .
300.18 - unspecified factitious illness.
This brief paper restricts itself to comments concerning the category: Factitious
Illness with Physical Symptoms (300.16).
Report of Cases
Case 1. An emergency room nurse

was admitted to the medical service of a
teaching hospital with complaints of a
fever (of unknown origin). Extensive investigations could not pinpoint the exact
cause of the fever, and the suspicion was
raised as to whether the patient was inoculating herself with some pyogenic material. At this point in time psychiatric
referral was made, and subsequently, the
patient spent several weeks on a psychiatric inpatient service. Although the patient would not acknowledge openly the
self-administration of pyogenic materials,
she also did not deny the fact when confronted in a supportive, but realistic
fashion . It had been noted during the
hospitalization that the patient had a very
disturbed family background, had poor
control of her own impulses, and had little in the way of satisfactory heterosexual
relationships. One of the most important
persons in her life was her physician-boss .
She was very reluctant to discuss this relationship beyond the employer-employee
status. Interestingly, when an effort was
made to contact this physician with regards to the success or failure of the
followup period, the physician was most
angered at the psychiatric staff who had
confronted the patient with the self- induced component to her problems . As far
as could be determined, the woman had
not been readmitted to hospital and was
continuing to function as an emergency
room nurse.
Case 2. A young single woman in her
early twenties died recently in a teaching
hospital in London from a massive intracerebral haemorrhage subsequent to
self-medication with anticoagulants. Her
first medical involvement occurred several
years earlier and over the course of the
ensuing years, she had multiple hospi-

talizations, innumerable contacts with different physicians, not only in this city,
but in other cities, and extensive investigation for her prolonged prothrombin
times . One of the local physicians became
very interested in her, both medically and
personally and often had her as a guest in
his home. In addition, he was tenacious
at tracking down her various travels that
resulted in medical investigations in other
settings. The patient frequently complained of either hematuria or bleeding into
the skin and joints. In her early teenage
years, because of recurrent abdominal
pain, she had had a partial nephrectomy,
cholecystectomy, liver biopsy and cholangiogram, and finally an appendectomy,
all of which failed to explain adequately
her symptomatology. It was also apparently well known throughout her high
school days that she usually had a cast on
one leg or the other.
She reported to the examining physicians that she had attended medical
school and indeed at one time was a second year student at Johns Hopkins University . The history, however, was difficult to piece together, and validation
was not always possible. When confronted about one piece of information which
did not tally with investigated facts , the
semiplausible story then shifted, making
it even more difficult to verify. The investigating physician was aware of the
likelihood of being manipulated, but was
persistent enough to maintain a good
relationship with the individual who
presented him with a highly complex interwoven fabric of truth and fiction .
Her parents' relationship during these
years was troubled and tumultuous, resulting in a marital separation when the
patient was in her late teens . At that
time, the patient took a job which required her to live-in with a family, the
husband of which was a physician. The
history is too lengthy to document here,
but suffice it to say that when the patient
was referred to a physician in another
community, the primary contact physician
in London wrote a nineteen page referral
letter, documenting a multitude of admissions resulting in numerous procedures,
both diagnostic and therapeutic .
Case 3. A young man in his twenties
was admitted to a teaching hospital
general surgical service complaining of
abdominal right upper quadrant pain . He
reported to the attending surgeon that he
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had recently come back from Indochina
where he had been a U.S. Marine fighter
pilot with some twenty-plus sorties over
North Viet Narn. He reported that he had
picked up an amoebic infection while
there, and the concern of the surgical
team was that he might have an amoebic
abscess of his liver. As time passed, he
reported that his hospital stay might have
to be limited, as he had to return to the
Massachusett's Institute of Technology to
give the valedictory address , as he had
just graduated with a Ph.D . in AeroSpace Engineering; this graduation being
cum laude. The suspicions of the attending surgeon were raised and attempts
were made to check out the patient 's
story. No record of this individual was
ever found in any of the U.S. armed
forces, nor had anyone at M.l.T. ever
heard of him. Psychiatric consultation
was requested and performed, with the
result that immediately thereafter the patient checked himself out of hospital.
Subsequent information gained after the
patient's discharge revealed that he was a
young man from Milton, Ontario, a high
school graduate who was prone to travel
from hospital to hospital reporting exaggerated tales of his various exploits ,
usually accompanied with intriguing physical symptoms that resulted in admission
and subsequent investigation.
Case 4. In 1979, a teenage girl was
admitted to the medical floor of a
teaching hospital in London with cornplaints of right-sided flank pain and
hematuria for three days. She was admitted, investigated and because of the
severe pain treated with narcotic analgesics . During this time the laboratory
results were returned, stating no evidence
of infection or other organic problem
could be found. The patient reported that
one month earlier she had been admitted
to another city hospital for a similar type
of problem and had received continuous
intravenous antibiotic therapy and was
hospitalized for three weeks. At the
outset, the patient stated that she had had
only four hospitalizations in the past.
Complaints were present in virtually every
system of the functional inquiry. Tracking down the past history via medical
records resulted in the knowledge that she
had had thirty-four admissions to the
three teaching hospitals in London in the
previous twenty-four months! These admissions had been to the gynaecological,
orthopaedic, psychiatric, urological, dental, and neurological services. She also
reported an extensive medical history in
her family. After psychiatric consultation,
the patient was transferred to the psychiatric inpatient service where a further
history of questionable validity was obtained. She stated, for example, that her
twin sister had given birth to an illegitimate son, the father of this illegitimate child having been previously
the patient's boyfriend . She had encouraged her sister to have the child, and
had been very supportive to her throughPage 18

out the pregnancy. As the pregnant twin
sister went into labour, the patient
reported she began to experience right
lower quadrant pain and subsequently
presented herself to the emergency department of a hospital. The patient stated
that she was engaged to an intern currently training in neurosurgery at the Toronto
General Hospital, said individual to have
been a graduate of the medical program
at Fanshawe College! The marriage was
to have taken place on approximately the
same date as her transfer to the psychiatric ward, resulting therefore in a
postponement of her marital plans. During the latter part of her stay in hospital,
the patient reported that she had received
information that her fiance had been involved in a motor vehicle accident in
Nova Scotia and was in a coma. This did
not seem to distress her in any way. The
patient also reported that she had been
raped by her boss while working parttime as a waitress. She reported also that
two other girls working in the same facility had been similarly assaulted, but that it
was only she who was willing to initiate
court proceedings that resulted in a conviction and jail sentence. She now stated
that the man in question was threatening
to gain revenge on her when he got out of
jail and that this was quite distressing to
her. The time factors involved made this
story likely to be pure fabrication and
despite efforts at confirming it, no substantiation of the facts could be found.
While out of the hospital on a pass, she
presented to the emergency department of
another hospital in the city complaining
of severe knee pain. At that time, she was
fitted for a brace, without ever having
mentioned the fact that she was an inpatient at another hospital concurrently.
Long term treatment was recommended
on an outpatient basis, but was not pursued by the patient.

Discussion of Cases
The first two cases would seem to
represent that entity now known as
chronic factitious illness with physical
symptoms (300.16), but not Munchausen's syndrome. In the first case, the patient to the best of our knowlege was inoculating herself with pyogenic material,
although she was not able to actually
acknowledge this. Multiple small abscesses on her skin, plus other data gathered
during the course of the hospitalization
Jed to this conclusion. The patient's basic
personality structure was that of a ''borderline personality", a category of personality disturbance which is frequently
associated with Factitious Illnesses~Jhis
personality configuration is characterized
by poor impulse control, considerable
self-destructive behaviour, a poor ability
to withstand stress often leading to transient psychotic episodes, a disturbed pattern of interpersonal relationships , and
yet with apparent adequate social functioning .
Case two also illustrates some of the
typical features in this rather fascinating
collection of syndromes. The self-administration of anticoagulants that resulted
eventually in her death indicates the
severity of the psychopathology of these
individuals. No definitive personality configuration emerged, but it would appear
that at least some hysterical features were
present. Again, a relationship to physicians was evident; living with a family in
which the husband was a physician, plus
the intense relationship that she had with
her primary specialist physician over the
last few years of her life.
Case three. This individual's presentation represents Munchausen's Syndrome,
presenting to the hospital with a colorful
account both of his personal life, as well
as the medical symptomatology. Evasiveness of manner was evident, and when

psychiatric consultation was attempted,
the patient promptly signed himself out
of hospital.
Case four. This young lady also
represents Munchausen's Syndrome, with
her choice of occupation (nursing assistant
at senior citizen's home), her alleged engagement to a medical graduate (intern), her
multiple system complaints and her multiple admissions and diagnostic/therapeutic
procedures. The personality configuration
of this individual seemed best to fit that
of a hysterical personality type .
General Observations
As was stated earlier in this report, the
relationship of these clinical syndromes
(factitious illnesses) to malingering and
hysteria indicates the probability that
their position is somewhere in the middle
of the continuum between these two extremes . Even in those hysterical conversion symptoms which are alleged to be
due to unconscious motivating factors,
some degree of conscious awareness is
maintained. In the factitious illnesses, including Munchausen's Syndrome, it would
appear that the patients are at least to
some degree aware of the consequences of
their actions, although with the severity
of the symptomatology, the types of procedures to which they expose themselves,
and the not uncommon attempts at suicide,
or frank psychotic illness, it would appear
that the degree of conscious awareness is
probably somewhat limited. Suffice it to
say, there appears to be a blending of
characteristics belonging to hysteria, malingering, and the factitious illnesses.
Primary and Secondary Gain
That there is some secondary gain to be
derived from these patients' symptoms, in
that they are able to obtain shelter and
attention is not questioned, but rather the
importance of the secondary gains to the
patient is more relevant. Their dependence on these factors reveals a severe
disturbance in their lives, which is also
connected to their primary problems. It is
in the study of their refationships to physicians especially that this specific
psychological profile becomes clearer .2
Munchausen's Syndrome
"Believe me, Lords and Ladies, it's a
rule
That brainy people love to play the
fool". 3
The above quotation is in the early
pages of a book entitled "The Wonderful
Travels and Adventures of Baron Munchausen" and which chronicles the rather
fanciful tales of Hieronymus Karl
Friedrich, Baron Munchausen ( 17201797). The good Baron told enchanting
and fanciful tales of his trips across land
and sea. Due to the colorful quality of his
stories, the gross exaggerations, and the
wandering about of the author, the syndrome was named in his honour.
Asher, in 1951, in the British Journal,
Lancet, first reported the syndrome as

having three subtypes . The very words
that he used added a colorful quality to
the entire description. For example, the
three types that he identified were :
1. Laparotomophilia Migrans - indicative
of the type of presentation in which
there are acute flitting and fleeting abdominal pains.
2. Hemorrhagica Histrionica - represented
that form of the condition in which
visible bleeding from a variety of
sources was the complaint.
3. Neurological Diabolica - was the third
classical variant in which fainting attacks, fits and other neurological
symptoms were often present.
In modern experience, it would appear
that hypoglycaemia secondary to self- administered insulin should also be
characterized as one of the common subtypes, but so diverse is the disorder that
literally any symptom, in any system,
could be the presenting complaint.
The actual syndrome can be characterized by the following features:
1. Colorful, dramatic presentations of
illness .
2. Factitious- self-induced .
3. Multiple hospitalizations/surgical and
diagnostic procedures.
4. Frequently patients are nurses .
5. Doctors are often the love objects (real
or imagined).
6. A truculence and evasiveness in
manner .
7. Both males and females ; usually
young.
In the London Free Press in May,
1979, 4 there was a story concerning an
individual who was missing, and presumed dead in the British Isles . The
gentleman in question was described as
perhaps the greatest medical fraud artist
who ever lived, having cost the British
Health Service an estimated $2,000,000 in
treatment for "phoney symptoms" . As
the authors who were reporting in the
British Medical Journal stated "in his day
he baffled, entertained, fooled and infuriated the medical and nursing staff of
many hospitals ". There were 207
documented admissions of the man into
68 hospitals in every comer of Great Britain. These admissions resulted from a
great variety of symptoms, presented with
considerable finesse which suggested some
types of exotic syndromes. He had multiple surgical procedures on his abdomen,
at least 48 lumbar punctures, and
thousands of blood tests and x-rays. In
addition, his skull was drilled regularly
for examination by various specialists. As
his story did not always fool everyone, he
was forced to check out of hospital on at
least 133 occasions, and on one occasion
arrived at one hospital wearing the pyjamas of the one he had just left. As the
authors reported , this particular patient
"taught many lessons to those who were
deceived not the least being the lesson
that we 'are not always the astute physicians we would like to believe" .

What motivates individuals to this style
of life , presenting to different physicians
in different fashions , but usually resulting
in investigation, admission and/or t reatment? What understanding can be gained
about these "hospital addicts" or " hospital hobos" as they have been called?
While no definitive answer has yet been
reached, certain improvements in our
knowledge of the personality structure
and important emotional issues have been
achieved . A rather hostile attitude on the
part of the medical personnel responsible
for the care of these individuals has also
been modified to a more compassionate
and productive view .
The main points of interest common to
these patients are: choice of the medical
field as the stage for playing out their
conflicts; the special relationship and
behaviour they display with physicians;
the past history involving a particular interest in physicians and medicine; the
need to be sick and to submit to surgical
intervention; and a particular problem of
identification.
Briefly put, it would appear that physicians are selected persons against whom
love and anger are acted out, because the
physician is a particularly significant object of earlier life and its conflicts. In the
histories above, physicians did seem to
play an unusually important role in the
lives of some of the patients, and even if
they were not specifically identified in the
earlier histories, their role as caretaking
and nurturing persons (parental roles)
makes them particularly prone to be the
target of the feelings of the patients of
this group.
Relationship with Physicians
It has been stated 2 that patients with
Munchausen's Syndrome frequently have
a special relationship with a physician in
their early life, the physician being frequently a parent or an immediate relative.
In Cases 1, 2 and 4 as described above,
physicians indeed did seem to play a
special role in the developmental history
of these individuals. The physician was
generally regarded as an object of great
admiration, with the last case having the
patient report at least in fantasy that the
physician was the potential marriage partner. All the patients indicated a basic
wish to get close to physicians, either in
their role as patients, or in their work
role.
Other factors that play a significant
role in the lives of these patients differ
depending on whether the patient is male
or female. If the patient is female , (Fig.
1), it would appear that the doctor is initially an idealized figure, either a love
object or a parent substitute. The patient
attempts to get close to these idealized
figures either by working with them , loving them (in reality or by fantasy) or being treated by them . Inevitably some frustration occurs in their attempts to get
close to physicians in this fashion with
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the result that the physician falls heavily
from his pedestal, resulting in disillusionment on the part of the patient. This
leads to intense revenge and hostility
which then has one of two channels for
outlet. If the hostility is introjected, or
turned upon the self, then operations, investigations and suicide attempts are
bound to follow. On the other hand, the
revenge and hostility could be projected
onto the doctor who now appears as a
sadistic and uncaring figure, (much like
the disillusioned description of the
original parents) . The patient frequently
then discharges herself and transfers her
attentions to the next hospital, still with
the hope of finding the idealized figure
for whom she searches. As an alternative,
the doctor reacts to these accusations and
discharges or transfers the patient, effectively abandoning her.
For male patients: after the initial wish
for closeness with a physician (parent) is
frustrated , it would appear that the doctor is perceived as an authority figure.
The patient expects severe punishment in
the doctor's hands, leading to three patterns of response. One, a counterphobic
behavioural pattern emerges, with repeated exposure to surgery, or two, he
submits in a very regressive type of pro-

tective relationship, frequently filled
either with homosexual fantasies or actual
homosexual experiences. Some of the
male patients reported to have Munchausen's syndrome were, in fact, nurses
who had abandoned their rivalry with the
father figure, although they still kept this
active in fantasy, with the wish to become
a physician. Three, the fear of punishment from the doctor might have been
the reason for the abrupt discharge by the
patient in Case 3, a discharge that came
on the heels of the psychiatric consultation.
Identification Issues
All these patients defended against their
feelings of low self-esteem by acting like
physicians, frequently using complex medical terminology, and often telling the
doctor he did not know what he was doing. For these individuals, one way of
protecting themselves from a feared rejection by a parent (doctor) was by identify ing with them, thereby no longer fearing
rejection (become one of them, so don't
need them).
One of the difficulties of these particular ways of dealing with severely
disturbed interpersonal relationships was
that the identification that the individuals
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made (either being a member of the medical care team, or that of the patient)
were fragile and tended to oscillate. The
event that usually precipitated a change
from the caring member of the medical
team to that of a patient was that of a
perceived rejection or frustration by a
significant person. The nurturing role
could no longer be maintained due to
sadistic wishes that were being expressed
against the abandoning parent (doctor).
This led to a regressive, demanding patient role with an inward turning of the
aggression leading to a request for
surgical procedure or at least investigation . If the hoax was discovered, the full
rage was vented on the doctor and the
operation denied. It is obvious by the
above that the coping mechanisms that
these people employ are fragile and
primitive. It has been postulated that
without these activities the individual
might suffer a full blown psychosis.
Treatment
The first step in treatment of these individuals is a high index of suspicion,
sometimes called "benevolent skepticism",
when patients present a multitude of
symptoms for which no easily-found
organic pathology can be identified. Certainly an early referral to a psychiatric
service is desirable 5 for confirmation of
the diagnostic impression.
In some settings, the use of a "black
book" in the emergency department has
been recommended in order to forestall
these individuals from undergoing
needless investigations and treatment.
Regrettably, these individuals can at times
present with legitimate organic complaints , but because of their background,
evaluations are often made more difficult.
An increased morbidity, and on some occasions mortality is understandable due to
the confusion these patients create. A central registry has been proposed 1 as at
least a way of identifying these individuals to the medical community, thus
minimizing the risks of exposure to
needless radiation and other diagnostic
tests .
A recent paper in the Canadian Journal
of Psychiatry, 6 reported on the use of
sodium amytal interviews in patients of
this description. It was felt that the
amytal interview would permit more
truthful history to be obtained; it might
p~r~it a change in symptomatology, permlttmg confirmation of the functional
origin of these symptoms, and simultaneously might demonstrate the fixity of
the symptoms in the character pathology.
There appears to be little concensus in
the li~erature regarding the best psychological treatment approach to these individuals. Some authors recommended
not employing insight-oriented psychotherap~, believing that the personality
configuratiOns of these individuals is so
fragile that an approach that emphasized
t?is element would lead to a decompensatiOn and probable psychosis. Psy-

choanalytically-oriented
psychotherapy
which is modified to take into account
the fragility of the defenses of these people has however been employed successfully in some cases of borderline personality, although (again) large outcome
studies are lacking. Whether the psychological treatment should be designed
primarily, therefore, to be supportive,
rather than insight-oriented, or whether
some modified form of insight-oriented
psychotherapy is possible remains controversial . Certainly, any long-term, individual psychotherapy must be done by a
highly skilled therapist. The therapist has
to be constantly aware of the patient's
tendency to distort the relationship between them (transference) and equally
aware of his or her own tendency to react
adversely to the continued accusations of
the patient (counter-transference). Even if
such a therapist were available, engagement of the patient in this type of therapy
is difficult, if not impossible at times.
The goal of this type of treatment is to
allow the patient to become aware of the
pattern of responses which he has, the
projection of his unrealistic wishes for
closeness onto physicians, leading eventually to a more realistic appraisal of his
current relationships. As the patient tends
to repeat in new relationships the patterns
he has already experienced in the past, it
is predicted that a similar type of idealization and subsequent disillusionment
will occur in his or her relationship with
the therapist. It is by utilizing this
therapeutic relationship (in order to gain
an understanding of the patient's particular style) that insight is achieved.
Providing the patient with a "good"
parental model does symptomatically
help, but does not appear to be enough
on its own. In Case 2 above, an interested
and compassionate physician spent considerable time and effort in trying to
understand the young woman involved,
but despite these efforts, she finally succumbed to a self-administered dose of an-

ticoagulants . It is quite possible she
perceived the transfer of her care to
another doctor as a rejection, even
though logically the transfer was necessary, as she had changed the city in which
she lived. Nonetheless, such a perceived
rejection would have unleashed her hostility that was subsequently turned against
herself and resulted in the ingestion of
anticoagulants that proved fatal .
Another factor that creates difficulties
in the treatment of these patients is that
the patients themselves do not complain
of emotional difficulties, having successfully channeled these emotional problems into the physical realm . Therefore,
there is little motivation on their part to
become engaged in a psychological treatment process, despite the fact that this
would seem to be the most logical course
for them, as viewed by others. This type
of patient is particularly frustrating to a
psychologically-minded therapist, for in
the opening phase of treatment (lasting
several months or even years) all efforts
must be directed towards demonstrating
to the patient that the physical symptoms
are indeed rooted in a psychological problem. Only after this understanding is
achieved , can the emotional issues

themselves be investigated and modified .
The author is unaware of any outcome
studies of psychotherapy with Munchausen patients.
One report, however, stated that .the
outcome of these patients may be that
they eventually become chronically
hospitalized; indeed "retiring" after a
successful career of briefer stays in a
variety of institutions.
Relationship to Factitious Dlness of NonMunchausen Syndrome Type
It is tempting to postulate that a
similar, highly ambivalent relationship to
physicians exists between patients who are
diagnosed as having a factitious illness
(cases 1 and 2) . While indeed there are
many similarities between the two types
of individuals, insufficient data is currently present to make definitive statements in this regard . Certainly the tendency of the patients to have some type
of occupation in medicine has been noted,
and many of the basic personality structures in both groups appear to be the
same. Treatment recommendations are essentially the same - early psychiatric
referral, and treatment by a sophisticated
psychiatric staff.
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William Henry Fetherston

II. The Dr. Archibald McCausland Memorial Prize in
Psychiatry ($150)
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13 . The Kingswood Scholarship ($150)
Michael Eric Hahn
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David Henry Upmalis
17. The National Council of Jewish Women Award in
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David Brian Pressey
18 . The Roche Scholarship ($50)
Paul Joseph Sharkey
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Robert Leslie Sleightholm
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